Immigration as a solution to staff and skill shortages in the health system is increasingly on the agenda in the European Union. This article highlights the related social and policy dilemmas by comparing a new destination country with an old destination country: Spain and the United Kingdom. After describing the challenges met by the United Kingdom, we ask how well-prepared Spain is to face the same issues. In particular, attention is paid to the occupational mobility of health workers after entry and to how immigration as a staffing solution poses new political and social challenges. Through a review of background information regarding the immigration of health workers in the two countries and the preliminary analysis of 15 exploratory interviews, we aim to identify the primary trends and key concerns for future analysis. Although our interviews only allow us to draw tentative conclusions, they do highlight emerging issues to be explored in the near future. Our conclusions show that many of the problems traditionally encountered in the United Kingdom are now emerging in Spain, suggesting scope for further collaboration among government, employers, and other stakeholders across the European Union.
In the 1990s and 2000s, concerns over growing shortages of health workers (doctors and nurses) have emerged in most European countries. These shortages are projected to increase in the near future due to the needs of an aging population. One route to partially overcome these shortages is via international mobility of health workers, as it has been increasingly promoted by the European Union (1) . However, European countries differ strongly in their use of overseas health workers. In particular, English-speaking countries (United Kingdom and Ireland) have long followed the U.S. example of importing health workers. According to national census data (2) , in 2001 the United Kingdom was (after Luxemburg) the E.U. country with the largest share of foreign-born nurses (15.2%) and physicians (33.7%). For comparison, the share of foreign nurses and doctors were 1.04 percent and 11.1 percent in Germany, 8.9 percent and 22.9 percent in Sweden, 5.5 percent and 16.9 percent in France, 6.6 percent and 11.8 percent in Belgium, and 3.4 percent and 7.5 percent in Spain.
This article aims to question how far, and with what implications, continental Europe can follow the path of Anglophone countries in attracting foreign health professionals. It will do so by comparing an old immigration country, the United Kingdom, with one continental country particularly inclined to follow its example: Spain. This country was chosen because, while starting from a very low incidence of foreign health workers, it has the potential for a high increase, has witnessed the largest immigration inflow in Europe over the 2000s, has a quickly aging society (3) , and has access to a larger pool of prospective foreign professionals speaking the same language than any other continental E.U. country. It must be noted that this article does not aim to be an exhaustive analysis of the immigration of health professionals in both countries, but rather to identify emerging issues and key concerns through a review of secondary information and exploratory interviews from key informants. In addition, the article highlights important knowledge gaps concerning the international recruitment of health workers in Europe.
The article is organized as follows: in Section 1 we review the policy implications of international mobility of health workers, and in Section 2 we summarize the main features of immigration history in the United Kingdom and Spain. Sections 3 and 4 describe immigrant health workers' experiences in both countries, and Section 5 discusses similarities and dissimilarities to conclude with policy recommendations and future research goals.
Policy Implications: Health Workers' Migration in Europe
Recruitment of foreign nurses and doctors originates in the incapacity by host countries to predict future needs of health professionals, train them, and attract them into the profession. In theory, proximity services such as health care are not affected by economic volatility or seasonality, which are the roots of migrant recruitment in other industries (e.g., construction); however, health care attracts large number of foreign workers as well, and it is also affected by uncertainty. This uncertainty depends on natural factors (e.g., epidemics), but also changing political priorities and organizational restructuring. Changing boundaries between private and public health expenditure are the most visible example. In many European countries, there have been trends toward decentralization and marketization, with important implications for employment relations (4, 5) . For instance, reorganization in the United Kingdom increased managerial prerogatives and thereby employees' uncertainty with regard to their pay, job definitions, and career progression (6) .
The migration of health workers is distinctive because it is strongly influenced by the regulatory framework of individual governments that control the training, recruitment, and deployment of health professionals (7) . These frameworks give rise to particular national patterns of migration. The centrality of government regulation in the health sector is a significant issue, and this provides greater scope for policy interventions. Among the labor market factors influencing migration in the health sector are the scope and nature of state involvement, the role of professional bodies, the nature of labor market shortages, the role of migration regulations and migration entry categories, and the channels used by migrants to enter into the country. All of these factors vary among countries and justify a comparative approach.
The health care sectors in the United Kingdom and Spain are relatively similar. These two countries spend a similar amount of their gross domestic product on health: in 2009, 9.8 percent in the United Kingdom and 9.5 percent in Spain (8) . Moreover, in both countries the large majority of the expenditure is public: 84 percent in the United Kingdom and 74 percent in Spain. The United Kingdom has a larger number of nurses, but a lower number of doctors, than Spain: according to World Health Organization data, in 2009, Spain had 3.7 doctors and 5.2 nurses per 1,000 inhabitants, while the respective figures for the United Kingdom were 2.7 and 10.3 (see Table 1 ). In the United Kingdom, not only is the total number of the two groups higher than in Spain, but a larger amount of medical tasks are performed by nurses than by doctors, which suggests a case of "medicine de-skilling": according to labor process theory (9), de-skilling is the downgrading of previously specialized skilled operations to less skilled ones. The lower number of nurses in Spain is also related to the Mediterranean type of welfare state (10) , where more care activities are provided by the family (nuclear and extended). Of all Mediterranean countries, Spain is, however, the one that has recently made most steps to surpass that model, especially during the Socialist government of 2004-2011 (11) , which may result in an increase in the demand for health professionals.
The number of foreign-born nurses in Spain is very low in comparison to the United Kingdom (see Table 2 ). In addition, countries of origin are different between the United Kingdom and Spain, but in both cases they are characterized by a strong, distinctive, postcolonial and linguistic link (12) . In the United Kingdom, health professionals' migration is mostly from the Commonwealth, while in Spain immigration is mostly from Latin America. In both cases, there is an increasing trend of attracting nurses from the European periphery: Central Eastern Europe in the case of the United Kingdom and Morocco in the case of Spain.
Were Spain to follow the path of other Western European countries, it would require a major increase in nurse recruitment, which is unlikely to be met by only Spanish workforces, hence the prospective importance of international recruitment.
General Trends in International Migration in the United Kingdom and Spain
In Spain, migration is a relatively new phenomenon, being particular intense since the late 1990s. In just a decade, Spain's foreign-born population increased from less than 4 percent of the total population to almost 14 percent (13) . Thus, Spain appears to be a new immigration-receiving country. During the first decade of the 2000s, foreign workforces have been employed in unskilled economic sectors characterized by precarious employment conditions, such as informality, low wages, insecurity, and uncertainty (14) . Spain's experience with immigration has attracted international attention in the past few years, not only because of the rapid increase in inflows, but also because of the way this country has dealt with incoming populations. Surprisingly, while other E.U. countries have developed anti-immigrant attitudes and restrictive policies, Spain appears to be an outlier compared to other immigrant-receiver countries in Europe (15) . Groups in favor of immigration are large, active, and vocal in their opposition to any sentiments that could be seen as racist, xenophobic, or simply hostile to immigration, and there is a widespread belief that immigrants are entitled to the same rights as other members of society (15) . However, after the economic crisis that hit the country in 2008, there is evidence that this could be changing. The conservative government elected in 2011 introduced changes in Spain's immigration policy, eroding the strong commitment to immigrants' integration that had prevailed in the previous decade. Nonetheless, since the onset of the current economic crisis, no major social disruptions have been reported and the politicization of immigration has not significantly increased, despite the rise of unemployment in Spain to around 25 percent (16) .
Regarding the health sector, in just two decades Spain has turned from being an international supplier of nurses (17, 18) to being a receiver of health workers. Since the 2000s, shortages of health professionals have been filled through immigration, but not without cultural and social tensions (19) .
The United Kingdom has a long history of immigration (20) . New Commonwealth immigration began in the 1950s, and until the 1960s Commonwealth citizens were guaranteed the right to entry. As in the rest of Western Europe, immigration policy became more restrictive after the 1970s, while the share of refugees increased, especially in the 1990s. When the Labour Party came to power in 1997, immigration policy shifted toward a "selective openness to immigration," with a focus on economic needs, security, and control over inflows. The change in economic immigration was initially accepted across the political divide, but started to be openly contested by the Conservative Party from the mid-2000s. In 2008, the Labour government introduced more restrictive rules governing the acceptance of labor migration, and since 2010 the new Conservative-led government has aimed to reduce immigration inflows sharply.
The use of overseas workers in the British health care system has been driven by state policies, both in the area of health and care and in the area of migration (7) . The recruitment started in the 1950s, following the cost containment by Conservative governments on the ambitious, universal health care system (the National Health Service [NHS]) created by the previous Labour government (21) . That recruitment of nurses was mostly from former colonies such as the Caribbean, South Africa, and Australia. Over time, the Philippines also became a prominent source country. International recruitment went through a second wave in the early 2000s, following unprecedented government investment in the NHS by the Labour government of Tony Blair (22) .
The British Experience
In the United Kingdom, the recruitment of foreign health workers was actively sought by the government in the early 2000s. The total number of NHS nurses increased from 246,000 in 1997 to 307,000 in 2007 (22) , and in the same period the recruitment of doctors increased by 47 percent (23) . Such increase in staffing over a short period could be met only through international recruitment. Registrations of foreign-trained nurses to the Nursing and Midwifery Council (which are compulsory for practicing in the United Kingdom as registered nurses) increased massively between 1998 (5,000) and a peak in 2002 (16,000), although some of these newly registered may not have actually taken up employment in the United Kingdom (24) . According to the Labour Force Survey, in 2007, 22 percent of employed nurses were born abroad, with 19 percent born in non-European Economic Area (EEA) countries and 3 percent in other E.U./ EEA countries (22) . By 2013, 14 percent of all professionally qualified clinical staff and 26 percent of doctors were not British (data from the Health and Social Care Information Centre). While India was the first country of origin for foreign doctors, for nurses it was the Philippines, as a result of the shift from traditional Commonwealth migration to proactive recruitment from countries with a specialization in nurses' education. This proactive international recruitment in the early 2000s has been considered a case of political short-termism and lack of planning (7) . A study of NHS managers' policies (25) concludes that international recruitment was the result of short-term calculation based simply on recruitment costs, without considering the long-term comparative costs of training and managing foreign staff, nor any long-term planning.
Since 2003, the U.K. government has however moved the emphasis to "selfsufficiency," increasing internal training. Realizing that among the causes of these up-and downswings in international recruitment is poor workforce planning, the British government has made increased efforts in this direction, foreseeing increasing demand (6, 26) . The United Kingdom had also encountered the ethical issues of international recruitment when it pleaded that nurses not be recruited from AIDS-afflicted Southern African countries. The government issued the "Guidance on International Nursing Recruitment" in 1999, but this did not cover the private sector and, after the reorganization of the NHS into autonomous Foundation Trusts in 2004, it no longer binds the public sector either (17) . After the 2004 E.U. enlargement, the U.K. government became confident that unpredicted shortfalls in nurse staffing could be addressed through recruitment from the new E.U. member states (27) , and recruitment from outside the European Union declined. In 2006, nurses were removed from the shortage occupation list, and in 2008 a Point-Based System was introduced that does not favor nurses' immigration. Following the economic and public deficit crisis, and then a change of government in 2010, new investment in the NHS came to a halt and thereby recruitment of new staff was stopped (7) .
Among the most recent employment policies in the British health sector are the extension of the nurses' mandate to include more medical tasks and the increased use of health care assistants, which correspond to the "de-skilling of medicine" scenario. Foreign workers, due to their own uncertain position, may be the most prone to accept positions below their qualifications, initiating a deskilling process that in turn can affect the whole workforce.
The international recruitment of doctors and nurses in the United Kingdom has raised a number of issues with regard to equality. A large-scale survey (23) has shown that in the United Kingdom, as in the United States, the doctors' labor market is a two-tier one and that foreign doctors, while not visibly disadvantaged in terms of wages, tend to work longer and more flexible hours (23) . Segregation and vulnerability of foreign professionals soon became apparent. In the case of doctors, the most visible example is their concentration in geriatric care, considered as a less prestigious speciality (28) . For nurses, the Royal College of Nurses (29) reported that internationally recruited nurses were much more likely to work permanent nights. The issue of task definition has also been highlighted in cases in which non-EEA nurses were expected to undertake less technical direct-care duties, while artificial barriers were raised to exclude them from the most professionalized duties (30) . For instance, a U.K. training requirement was introduced for intravenous therapy, regardless of previous training overseas, but this training was then offered very rarely, keeping foreign nurses excluded from that professional activity.
These practices (worse shifts, professional hurdles) lead to strong subjective feelings of being devalued, which have been noted by a number of studies: foreign nurses reportedly feel that their competence as a nurse is being questioned and develop a sense of injustice for the tasks allocated and the pay received (31, 32 ).
An area of particular uncertainty leading to resentment is the distinction between caring and nursing. According to one study (32) , overseas nurses complain about being allocated caring, as opposed to nursing, tasks, in a process that marginalizes them and devalues their skills. It appears that some overseas nurses recruited through agencies arrive in the United Kingdom without being fully aware of the kind of job they have been offered: they expect a professional nursing job, but end up in care jobs, such as in nursing homes for the elderly. A cultural factor seems at play, too: nurses from countries where nursing and caring are more closely combined in everyday tasks discover, once in the United Kingdom, a process of task demarcation whereby some nurses are allocated to basic care only. As a result, they experience U.K. nursing practice as less autonomous and of a lower standard than they expected. International recruitment has contributed to a "care gap where U.K. nurses and managers acknowledge the contribution overseas nurses can make in delivering and maintaining standards of care because of the lack of skills and poor attitude to bedside nursing of U.K. nurses" (33, p. 2010 ).
These attitudes reflect an "uncoupling of caring from nursing" and reproduce a stereotype of caring as more suited to foreign nurses, who in turn are also graded at below their competence level (34) . The use of overseas workers, therefore, corresponds to a double rationale: cost reduction and division of labor. The latter consists in limiting the task uncertainty inherent in the nursing profession-whereby the needs of the patient vary-through the segregation of certain tasks and their allocation to specific groups of workers. According to extensive research on the NHS, only more sophisticated diversity management policies can counteract these trends and allow a positive valorization of foreign professionals' skills as a resource (32) .
Trade unions have become concerned with this process. They have conducted research on the issue and highlighted difficulties in the area of promotion (35, 36) . The unions' concern was not with protecting the jobs and pay of British nurses: in a period of increasing public investment, tight labor market, and national pay determination, there was no threat to terms and conditions of native employees (7) . In fact, during the 2000s, the pay of nurses increased more than average, while it stagnated in less-regulated sectors affected by large immigration in private services and manufacturing (data from Office for National Statistics); moreover, given the previous staff shortages, the arrival of overseas staff helps to reduce workload pressures for existing employees. Nonetheless, both unions representing nurses (the professional union Royal College of Nurses and the general public-sector union Unison) stood up in defense of foreign nurses' rights. In particular, Unison, also in reflection of its recent focus on diversity issues, expressed "reservations about international recruitment being used as a short-term response to reductions in nurse training and unattractive working conditions" (7) . Interestingly, the two trade unions appear to diverge on the issue of foreign nurses' occupational standing. Unison, in response to the problem of many foreign qualified nurses who are employed as carers, is in favor of the creation of an additional occupational level, intermediary between nurse and health care assistant (interview with Unison representative, Glasgow, February 2011). This would respond to the emerging focus on "skill mix" between caring and nursing, and allow at least partial recognition and promotion for currently underemployed foreign nurses. However, the official professional body of U.K. nurses, the Nursery and Midwifery Council, the nurses' trade union, and the Royal College of Nurses are skeptical about what could be a threat to the occupational standing of British nurses and, over time, their employment opportunities.
A specific focus of union concern has been temporary work agencies, due to evidence of unethical practices, particularly misinformation. The use of agency staff by hospitals corresponds less to cost considerations (agency employees are actually more expensive) than to flexibility and short-term considerations: it is a typical response to uncertainty. However, agency work results in particularly vulnerable positions for employees, especially if they are from overseas, given the limited information on the prospective jobs and the risk of their work permit expiring in case of unemployment.
An Exploration of the Emerging Spanish Trends
In contrast to that on the United Kingdom, the literature on the Spanish case is somewhat scarce, reflecting the country's shorter immigration history. Some studies have, however, investigated the occupational mobility of health workers after landing in Spain. Garcia and Amaya (37) pointed out that Spain would experience a significant shortage of doctors and other health workers in the near future. Although there are no official data to quantify the amount of international health workers that have been employed in the Spanish health system, the authors estimate that in 2006, about 10 percent of the total number of new graduates registered in Barcelona were foreign-born and that between 2004 and 2006, a total of 8,228 foreign health accreditations were officially recognized by the Spanish government, mostly to individuals from Argentina, Peru, Colombia, Venezuela, and Cuba.
Barber and Gonzalez (38) conclude that immigrant health workers have been used in the Spanish health system as a regulator mechanism to fill shortages in the medical profession. In Spain, it is necessary to obtain an equivalence accreditation for foreign academic credentials to be recognized. This process may take up to four years for specialized practitioners, but it can be shorter for nurses. This means that, on arrival, foreign health workers must wait before being allowed to work as certified doctors or nurses. They may therefore start their occupational trajectories in nonqualified sectors. Compared to native colleagues, migrant doctors have a more uncertain career path, characterized by legal obstacles: work permit, visas, and academic recognitions. Nonetheless, after a period of 10 years, differences between workforces tend to disappear (39) .
Due to the lack of previous literature exploring the occupational mobility of foreign doctors and nurses in Spain, we conducted 15 exploratory interviews. These interviews do not provide an exhaustive picture of the reality of migrant health workers in Spain, but suggest some trends that deserve further research. We selected seven key stakeholders involved in the process of recruiting and training foreign health workers in public hospitals and eight migrant workers currently employed in the national health system (see Figure 1 ).
Five main trends have been identified. First, mobility patterns for nurses and doctors are different. While doctors are often motivated by professional incentives, for nurses the main motivation tends to be financial, specifically to sustain a family back home. This explains why nurses may be more likely to be mobile for short-term considerations, including seeking temporary, sometimes illegal, working conditions. Second, networks and family factors play a substantial role in decisions about mobility, with an apparently strong gendered dimension. Third, de-skilling processes appear among foreign health workers, mostly in relation to qualification recognition obstacles, leading to foreigners filling undesired vacancies. The cost in terms of time, money, and self-esteem for the workers involved are described as substantial, especially in the case of work as unregulated health assistants. Fourth, barriers to inclusion include language, social and human capital, inflexible labor market (i.e., firms' low-level ability to make changes to their workforce), and legal restrictions for foreign citizens. These barriers to fuller inclusion of foreign health workers have been also found by Kahanec and colleagues (40) . Fifth, while the entry of international health workers in Spain has alleviated the shortages in the short-term, the occupational segregation and career uncertainty of migrant workers may turn into long-term problems for the Spanish health system.
Discussion and Conclusion
The international mobility of health workers is of increasing importance across Europe beyond the traditional boundaries of Anglophone and Francophone countries and in Spain in particular for demographic, political, and linguistic reasons. In the 2000s, this country addressed the emerging shortage of health workers through foreign professionals. The financial crisis that started in 2008 may stop recruitment in the short term, but may also encourage the search for lower cost options in the medium term.
Our exploratory evidence points that many of the problems traditionally encountered in the United Kingdom-segregation in worse jobs, barriers to professional development and career-are emerging in Spain as well. In particular, our investigation shows that career uncertainty is an important issue regarding the occupational mobility of foreign health workers in Spain, which also appeared in the British case (i.e., de-skilling, segregation). We also identified additional problems with regard to institutional barriers and academic qualifications recognition. Qualification recognition is more liberal in the United Kingdom, where only recently (2013) stricter rules on language competence were introduced. In part, this is possible thanks to stronger connections with training institutions in the countries of origin, especially within the Commonwealth and with the Philippines.
The comparison suggests that looking at the British experience may be useful for Spanish policymakers and professional associations in order to detect, and possibly prevent, social problems that may affect professional standards and equality in the long run. The European Union has an important role in this regard, as its promotion of professional mobility could be combined with a stronger coordination effort, in particular on ethical codes, skill definition, and the role of employment agencies. Some positive British practices, especially in the public sector, might be transferable to other systems: (a) compulsory registration of foreign-trained health works; (b) increased training; (c) government guidance on ethical international recruitment; and (d) recording data of inflows and final medical positions of overseas health workers.
Our initial exploration has highlighted several new lines of research: first, the social consequences of foreign health workers' occupational segregation and deskilling experiences; second, the institutional barriers to mobility, such as the costs of credential recognition processes; and third, the existing institutional barriers to upward mobility in the labor market. Our exploratory analysis provides multiple indications that improved collaboration between government, employers, and other stakeholders would help to reduce the negative effects that migration would have on the health care system. Further research, especially if comparative, could produce more specific analytical insights and policy recommendations.
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